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The immunodeficiency associated with human
immunodeficiency virus type-1 (HIV-1) infection is
the major risk factor for developing tuberculosis.1
Central nervous system (CNS) tuberculosis is a dis-
seminated or extrapulmonary form of the disease
in which Mycobacterium tuberculosis (MTB) migrate
to the CNS and meninges by haematogenous spread,
manifesting as three clinical and pathological
forms: (a) meningoencephalitis (themost frequent);
(b) intracranial tuberculomas and (c) cerebral
abscesses.2 Here a case of cerebral abscess due to
MTB in a patient with AIDS is described along with a
review of the literature.
A 25-year-old man, seropositive for HIV-1 was
admitted in January 2002 with headache and gen-
eralized tonic-clonic seizures. He was heterosexual
and had a history of inhalatory drug use. He had not
received antiretroviral therapy. His past medical
history revealed cerebral toxoplasmosis in 2000
and pulmonary TB due to MTB resistant to isoniazid
in January 2001. The patient was treated with
rifampin, pyrazinamide, ethambutol and ciproflox-
acin, but he developed toxic hepatitis and rifampin
was discontinued. Physical and neurological exam-
inations on presentation were unremarkable, with-
out focal abnormalities. Papilloedema was absent.
Laboratory investigations revealed moderate ane-
mia and leukopenia. Chest radiograph was normal.
The CD4 Tcell count was 43 cell/mL. Brain computed
tomography (CT) scan revealed a hypodense, ring
enhancing, left temporoparietal lesion with marked
perilesional edema (Figure 1). Lumbar puncture was
performed, with the following results: protein
60 mg/dL, glucose 65 mg/dL, white blood cells
10/mm3 (100% lymphocytes). Gram, india ink and
acid fast bacilli (AFB) stains were negative. Treat-
ment with pyrimethamine and sulfadiazine was
started. After three weeks without response to
empiric antitoxoplasma treatment a stereotactic1201-9712/$30.00 # 2005 International Society for Infectious Diseas
doi:10.1016/j.ijid.2004.10.002brain biopsy was performed. The material was case-
ous purulent and the surgical findings were consis-
tent with an abscess, which was drained.
Histopathologic examination showed an extensive
inflammatory infiltrate, without granulomatous
reaction, caseous necrosis and Langhans cells, but
with a marked predominance of neutrophis. The
Ziehl-Neelsen stain showed abundant AFB. Grocott
and PAS stains were negative. Direct examination
and culture of abscess material were positive for
MTB. The isolate was found to be resistant to iso-
niazid and ethambutol. The patient was treated
with ciprofloxacin, rifampin, streptomycin, and pyr-
azinamide with good initial clinical and radiological
response. Two months later he developed faciobra-
chiocrural hemiplegia. An axial diffusion T2-
weighted magnetic resonance image (MRI-DWI)
showed a hyperdense signal involving the posterior
limb of the left internal capsule. A digital carotid
artery angiogram was performed and revealed an
arteritis in the left posterior cerebral artery terri-
tory. The patient’s state of consciousness deterio-
rated and he died.
Ten to 20% of cases of AIDS-related extrapulmon-
ary tuberculosis involve the CNS. Focal brain lesions
include tuberculomas and cerebral abscesses.3 The
incidence of intracerebral tuberculomas in patients
with HIV-1/AIDS ranges from 1—10%; in these
patients, cerebral abscesses are much less fre-
quent.4 Before the AIDS era, Whitener5 reviewed
the literature from 1886 to 1978 and only found 17
cases with an etiologically confirmed diagnosis. In
this study, the author established diagnostic criteria
for cerebral tuberculous abscess. With regard to
Whitener’s criteria, Vidal et al.6 reviewed the lit-
erature from 1981 to 2002 and only found eight
cases of tuberculous brain abscess in HIV-infected
patients. From the pathogenic point of view, the
initial haematogenous dissemination of MTB results
in areas of cerebritis that can evolve tomeningitis or
tuberculomas. The caseous necrosis and liquefac-
tion of these tuberculomas is the origin of the brain
abscesses.es. Published by Elsevier Ltd. All rights reserved.
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Figure 1 CTscan showing a single focal lesion with ring-
enhancing and perilesional edema in the left temporopar-
ietal lobe.For tuberculous abscesses, the majority of pub-
lications reported CD4 Tcell counts between 100 to
270 cells/mL.7 The patient in this study had 43 cells/
mL at the time of diagnosis.
Neuroradiologic findings of cerebral tuberculous
abscesses are similar to other causes of space-occu-
pying lesions in AIDS patients: hypodense center,
peripheral ring-enhancing, mass effect and marked
edema of the white matter. The presence of single
lesions with a thick capsule, ring enhancement and
lobular contour, make the diagnosis of tuberculous
abscess more likely.8,9 All of these neuroradiologic
findings were found in this patient. Tuberculous
abscess are generally single brain lesions, larger
than tuberculomas (generally multiple), and evolve
more rapidly by comparison.7,8 The patient in this
study had a single lesion localized in the left par-
ietotemporal lobe. Histopathologic findings include:
macroscopic evidence of pus in the abscess cavity,microscopic evidence of acute inflammatory infil-
trate with polynuclear cells in the abscess wall and
the identification of AFB with Ziehl-Neelsen stain in
direct examination or growth on culture.10 These
three characteristics can be identified in the
patient.
Finally, tuberculous brain abscesses must be
included in the differential diagnosis of focal lesions
in AIDS patients. Earlier surgical excision or stereo-
tactic biopsy must be considered for the diagnosis
and treatment of tuberculous brain abscesses.
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